Chemical pneumonitis caused by aspiration during anesthesia is commonly referred to as Mendelson\'s syndrome. Almost 70 years ago, a New York obstetrician, Dr. Curtis Mendelson was the first to connect the association of aspiration of stomach contents during obstetrical anesthesia and respiratory failure.\[[@ref1]\] As stated by Dr. Mendelson in his original manuscript: "The aspirated material may include gastric juice, blood, bile, water or an association of them." The original series included 44,016 deliveries over a 13 year period from 1932 to 1945. General anesthesia was provided by nitrous oxide and ether administered by face mask. Anesthetic care was complicated by aspiration in 66 women for incidence of 0.15%. There were two deaths that resulted from airway obstruction by solid food. In the remaining patients who aspirated liquid, dyspnea, cyanosis and tachycardia were noted. Despite the respiratory symptoms, there were no deaths and recovery was generally noted within 24-36 h even without the availability of endotracheal intubation and mechanical ventilation.

Dr. Mendelson subsequently demonstrated that the acid was responsible for the asthma-like symptoms occurring following aspiration. He instilled into the respiratory tracts of rabbits a variety of substances including 0.1 Normal hydrochloric acid and vomitus (both untreated and neutralized). He not only demonstrated the pathogenesis of the syndrome, but was the first to recognize that specific conditions, in this case labor, could cause alterations in gastric emptying thereby predisposing patients to aspiration. His pioneering work in this area led to the use of the term "Mendelson\'s syndrome" to describe respiratory failure secondary to pneumonitis from acid aspiration during anesthesia.

Despite the reassuring outcome of the majority of the patients in the initial report of Dr. Mendelson, severe respiratory failure, prolongation of hospitalization, the need for invasive procedures such as high frequency oscillatory ventilation or extracorporeal membrane oxygenation or even death may result from perioperative acid aspiration.\[[@ref2][@ref3][@ref4]\] Given the potential impact of acid aspiration on perioperative outcome, preventative measures were sought to prevent its occurrence. Following the animal data suggesting that the severity of injury is related to both the volume aspirated and its pH with cut-off values of 25 mL and pH less than 2.5 respectively, the use of agents to increase the pH and decrease the volume of the gastric contents has been suggested.\[[@ref5]\] Despite limited evidence-based medicine, the pharmacologic control of gastric pH and volume is frequently used perioperatively.

In 1961, Dr. Brian Sellick was the first to suggest the use of cricoid pressure to control the passive regurgitation of gastric contents during the induction of anesthesia. This maneuver is now commonly referred to as "Sellick\'s maneuver."\[[@ref6][@ref7][@ref8]\] Additional advantages of cricoid pressure may include an improvement of the glottic view during difficult endotracheal intubation especially in neonates and infants.\[[@ref7]\] Cricoid pressure is frequently combined with rapid sequence intubation (RSI) in an effort to prevent gastric aspiration. RSI involves the rapid and sequential administration of medications to induce general anesthesia and neuromuscular blockade. By definition, these medications are given in rapid succession without demonstration of effective bag-valve-mask ventilation in scenarios where it is believed that the risk-benefit ratio favors RSI over the small risk of cannot intubate -- cannot ventilate scenario. In most clinical scenarios, anesthesia is induced with an intravenous anesthetic agent (thiopental, propofol, ketamine, etomidate) depending on the patient\'s hemodynamic status and a rapidly acting neuromuscular blocking agent (originally succinylcholine).\[[@ref9]\] As with many of the techniques outlined above, there is limited evidence based medicine to demonstrate the efficacy of either RSI or cricoid pressure.\[[@ref10][@ref11][@ref12]\] However, given the potential consequences of acid aspiration, RSI has made its way into our airway management armamentarium.

As we discuss RSI, it becomes evident that there are differences among practitioners in their applications of these techniques. As with many techniques in our practice of airway management, there are practitioner-dependent modifications such that additional terms have entered our vocabulary including classical RSI, modified RSI and even controlled RSI.\[[@ref13]\] The survey in this issue of the Saudi Journal of Anesthesia clearly demonstrates that the use of these new terms lends further confusion to the discussion of the already controversial topic of RSI. In the survey, only 65% of respondents defined modified RSI as identical to RSI, but with mask ventilation. The majority of the respondents noted that they used a modified RSI if they were concerned about apnea time tolerance with traditional RSI. Appropriately so, the technique of modified RSI is commonplace in the pediatric population where a lower functional residual capacity after the induction of general anesthesia and neuromuscular blockade coupled with the higher oxygen consumption frequently leads to oxygen desaturation prior to endotracheal intubation. Other factors identified in the survey that would favor the use of a modified RSI included muscle pathology, which precludes the use of succinylcholine or any neuromuscular blocking agent.

The authors are to be congratulated for taking the time to complete this survey. I personally found it extremely informative and well-conducted. It demonstrates a classic problem in any field including anesthesiology: Effective communication. It seems that any effort to clearly delineate the efficacy of any of these techniques needs to start with the development of agreeable definitions. Furthermore, the wide variation in practice demonstrated by this survey included many factors including the choice of neuromuscular blocking agent, the oxygen saturation level, at which bag-valve-mask ventilation would be initiated and the application of cricoid pressure. This variability is not unexpected given the lack of evidence-based trials to answer these questions.

It appears that the only thing we can agree upon is one definitive take home message: "the majority of the responders agreed that modified RSI offers a lower incidence of complications than regular intravenous induction in pediatric patients at risk for aspiration." So obviously, the next steps are to define the definitions and embark on the research to outline the most effective ways of accomplishing the goal, which remains the prevention of acid aspiration.
